a 4-strand Savage repair in in vivo canine tendons, demonstrated, however, that the knot outside the repair was stronger only early in the healing process; they found no difference between inside and outside knot repair strength 6 weeks after. Recently, a knotless, asymmetric repair was reported to be even stronger compared with the Lim/Tsai configuration, highlighting that the knot was the weakest link in flexor tendon repairs (Lim et al., 2018).
Partial flexor carpi radialis tendon transfer technique for midcarpal instability
Dear Editor, Midcarpal instability (MCI) is a poorly understood condition in terms of aetiology and treatment. The typical patients with intrinsic MCI are young women who experience nontraumatic, chronic wrist pain with instability and/or a locking sensation. These patients present with pain mainly located at the triquetrohamate joint. The wrist is usually lax and a painful clunk is often provoked during the midcarpal shift test. At our hospital, osseous pathologies are ruled out by conventional radiography, and cineradiography is performed to confirm the diagnosis of dynamic midcarpal instability (Sulkers et al., 2018) . The primary treatment is hand therapy. Surgery is considered only in case of failed conservative treatment. There is no consensus concerning the best softtissue stabilization. The third author (S.D.S) developed and performs a flexor carpi radialis tendon transfer that stabilizes the palmar-radial and dorsal-ulnar sides of the wrist by augmenting the stability of the scaphotrapeziotrapezoidal joint and reefing the radiotriquetral and dorsal intercarpal ligaments (Figure 1 ). At surgery, the dorsal capsule is opened parallel to the distal part of the radiotriquetral ligament. The radiocarpal and midcarpal joints and the scapholunate ligament are inspected. Volar incisions are made over the distal pole of the scaphoid and on the forearm 8 cm more proximally. Through these incisions, a radial strip of one-third of the flexor carpi radialis tendon is harvested. A K-wire (1.1 mm) is drilled through the scaphoid from proximal-dorsal to distal-palmar emerging just proximally to the distal pole of the scaphoid. A 2.7 mm cannulated drill is then used to create a tunnel. The tendon slip is passed through this tunnel from palmar to dorsal. The distally based slip is fixed on the palmar side at the periosteum of the distal pole of the scaphoid using a 2-0 absorbable suture to set the tension for the sling and to prevent the tendon slip from gliding back and losing tension. The sling then penetrates the radiotriquetral ligament and dorsal intercarpal ligament as a grasping loop and is sutured back to itself with 3-0 absorbable sutures after maximally tightening the tendon. While the wrist is still completely relaxed due to plexus anaesthesia, the carpus is tested for range of motion and anteroposterior translation. In case of too little tension, the anteroposterior translation of the carpus is possible, and this is corrected by further tensioning. The wrist is immobilized for 6 weeks, and then hand therapy begins.
Twenty-one patients (24 wrists) were retrospectively identified and all completed the Patient-Rated Wrist and Hand Evaluation (MacDermid et al., 1998) and the Quick Disabilities of the Arm, Shoulder and Hand (Kennedy et al., 2011) and answered additional questions.
Clinical outcomes are described in Table 1 . The mean follow-up was 18 months (range 7 to 49). Eighteen of the patients were satisfied and 14 of 15 patients returned to work. Grip strength was 91% compared with the contralateral side (seven wrists). This report has limitations: no preoperative patient-rated outcomes measures are available, so it is impossible to prove improvement of wrist function, however, patient satisfaction, grip strength and return to work were high. Second, the follow-up was short; and third, there was no control group. Because most patients were satisfied with the operation, we will continue to use this technique. Examination of the upper limb revealed a right hand with six digits and a left hand presented with seven digits, six of which were fully developed and one severely hypoplastic (Figure 1(a) and (b) ). The patient's mother mentioned that the right hand had a seventh rudimentary digit on the radial aspect, which was nonsurgically amputated shortly after birth. The patient had a good range of motion of all his digits except for the hypoplastic one on his left hand. In particular, he was able to oppose the radial fingers to oppose the 
